Author's response
Thank you for your response concerning the crucial issue of security when using e-mail for the transfer of clinical information. Rather than dismissing the issue of security I recognise that this is something that needs to be explored. Your point raises questions about what people view as 'confidential' information and this view will differ, regardless of the view of the sender. This is especially likely to be the case in a healthcare setting. While contact between banks and insurance companies and their customers is largely routine, there are occasions where e-mail exchanges do contain information that an individual is likely to consider personal; for instance details about insurance claims or insurance policies attached to e-mails. Therefore use of e-mail by these sectors even when restricted to 'defined conditions and for strictly limited purposes' does not necessarily exclude confidential information.
If we then think about the healthcare setting, an individual GP has responsibility for the information they send in an e-mail, but must also respect patient autonomy with regard to their views on what is appropriate content for an e-mail. Where e-mail consultations are initiated by the patient, the patient freely makes the decision to send clinical information via e-mail. The notion of confidentiality in this scenario becomes more complex; is it as defined by the GP, or does the patient's decision override any professional judgement?
Given that GPs are already using e-mail with their patients we should be focused on finding a solution to the issue of security and confidentiality that will work in a healthcare setting, drawing on experiences with existing methods of communication and reflecting on how other sectors have managed such contact. We need formal guidance that facilitates and protects rather than restricts GPs and patients.
Seale is right to observe that this is the first published empirical study of interpretermediated consultations in UK primary care; in the past 10 years, with several colleagues I was unsuccessful in getting funding for such a study. 1 The paper is shocking to the extent that it shows in one UK setting -but there is no reason to suppose this was atypical -a flagrant disregard for well-evidenced guidelines 2-4 on the need for proper interpreters in consultations between health professionals and people with limited English proficiency.
One of their most glaring findings is that in interpreted consultations professionals used mostly third-person pronouns (she, his) while in non-interpreted ones almost entirely second-person forms (you, your); in other words the health professionals were saying to the interpreters 'does he take sugar?' They note 'Thus a concordance analysis showed that "does he" is the most common two-word phrase associated with providers' usage of "he" in these consultations (33 times), and the most common verbs occurring before "him" in provider talk in these consultations are "see", "ask", "give", "tell", and "help". ' All guidance points to the importance of addressing the patient directly, 'do you take sugar?', allowing the interpreter simply to relay the same words.
The various qualitative findings point to serious shortcomings in consultations interpreted by 'informal' (usually family members) interpreters, and highlight the need for proper provision.
The implication of this study, as noted by Joe Kai in his editorial, is surely that the cost of paid interpreters (whether face-to-face or a telephone service) is likely to outweigh the loss of effectiveness in diagnosis and
Don't shoot the messenger: the problem of whistleblowing in general practice
We agree that there are unique problems for GPs in whistleblowing. 1 However, over 5 years we found whistleblowing on 43 occasions (42% of the total) to be the commonest presentation of clinical poor performance in our district. 2 We attribute this to having experienced people available locally who are trusted to handle concerns seriously, confidentially, and discretely.
Although action is needed to enhance whistleblowing, this must be accompanied by annual reporting of numbers of whistleblowing incidents in each district so that we may know whether there are indeed trusted people available everywhere. The lessons of several national inquiries must not be lost during times of major NHS changes. sharing control of appointment length with patients in general practice
We read with great interest the excellent recent paper by Sampson et al 1 and note their finding that doctors and patients still shared concern about the accuracy with which patients can judge their own consultation length. 2, 3, 4 We recently examined patients' ability to choose between 10-and 20-minute appointment lengths. For 1 week patients were routinely asked whether they would like an appointment of 10 or 20 minutes, 10 minutes being the standard length. Appointment times were measured from the time the doctor went to fetch the patient until the patient left the consulting room.
A total of 101 consultations were studied, and of these, 91 patients requested a 10-minute consultation and 10 (10%) requested 20 minutes. Of patients choosing a consultation length of 10 minutes, consultations lasted a mean of 11.24 minutes (median 11.1, minutes, range 2-33 minutes). Of patients choosing 20 minutes, consultations lasted a mean of 18.14 minutes (median 18, range 6.47-24 minutes). Our study was carried out in a single practice and conducted by researchers who were the GPs of the participating patients, and there was no attempt at blinding, so that doctor knowledge of the consultation rate could have altered the length of consultations. Nevertheless, our findings add to the evidence base that patients are capable of choosing a consultation length of either 10 or 20 minutes with a reasonable degree of accuracy.
We would also like to emphasise the difference between consultation length (that is, time between patient being called/ entering and leaving the consultation room) and consultation frequency (time between one patient entering and the next patient entering, or number of patients booked per hour). Reading records before a patient enters and writing up the previous patient's records takes at least 2 minutes. In our practice patients are booked at a rate of five per hour, which we feel equates to a consultation length of 10 minutes. Our findings support previous suggestions that patients are able predict their consultation length, and suggest that only 10% of patients request a longer consultation, and also the recent BJGP editorial questioning the appropriateness of the 10-minute consultation. 5 We also call for some consistency of definition of appointment length, as opposed to consultation frequency.
